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Randomized controlled trialIn older adults the relationships between health, fall-related risk factors, perceived neighborhood walkability,
walking behavior and intervention impacts are poorly understood.
To determine whether: i) health and fall-related risk factors were associated with perceptions of neighborhood
walkability; ii) perceived environmental attributes, and fall-related risk factors predicted change in walking be-
havior at 12months; and iii) perceived environmental attributes and fall-related risk factorsmoderated the effect
of a self-paced walking program on walking behavior.
Randomized trial onwalking and falls conducted between2009 and 2012 involving 315 community-dwelling in-
active adults ≥65 years living in Sydney, Australia. Measures were: mobility status, fall history, injurious fall and
fear of falling (i.e., fall-related risk factors), health status, walking self-efficacy and 11 items from the neighbor-
hood walkability scale and planned walking ≥150 min/week at 12 months.
Participants with poorer mobility, fear of falling, and poor health perceived their surroundings as less walkable.
Walking at 12months was significantly greater in “less greenery” (AOR= 3.3, 95% CI: 1.11–9.98) and “high traf-
fic” (AOR= 1.98, 95% CI: 1.00–3.91) neighborhoods. The intervention had greater effects in neighborhoods per-
ceived to have poorer pedestrian infrastructure (p for interaction = 0.036).
Low perceived walkability was shaped by health status and did not appear to be a barrier to walking behavior.
There appears to be a greater impact of, and thus, need for, interventions to encourage walking in environments
perceived not to have supportive walking infrastructure. Future studies on built environments and walking
should gather information on fall-related risk factors to better understand how these characteristics interact.
© 2015 The Authors. Published by Elsevier Inc. This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/).Introduction
Over the past decade extensive research has been dedicated to the
relationship between the built environment and walking (Sallis et al.,
2012; Harris et al., 2013). Relatively consistent associations between
certain perceived and objectively measured neighborhood attributes
(e.g., residential density, mixed land use, and perceived esthetics, and
distance to destinations) and walking have been reported for children,ealth 24.2.30, Campbelltown
Penrith, NSW 2751, Australia.
klaus.gebel@jcu.edu.au
tos), chris.rissel@sydney.edu.au
ton).
. This is an open access article underadolescents and young and middle-aged adults (Ding et al., 2011;
Saelens and Handy, 2008).
However, according to systematic reviews (van Cauwenberg et al.,
2011; Hanson et al., 2012), in older populations (N60 years) the relation-
ships between the same environmental attributes andwalking have been
inconsistent. A major limitation of the evidence accumulated to date is
the preponderance of cross-sectional designs (van Cauwenberg et al.,
2011), which cannot investigate causality. Only three out of the 31 publi-
cations reviewed by van Cauwenberg et al. (2011) were longitudinal ob-
servational studies and their findings were inconsistent (Li et al., 2005;
Lee et al., 2009; Michael et al., 2010).
Randomized controlled trials (RCTs) that aim to increase physical
activity among individuals can potentially afford new insights on the
role of neighborhood attributes for several reasons. First, RCTs are longi-
tudinal in nature and can identify neighborhood attributes at baseline
which predict a change in walking duration, after accounting for thethe CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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anced distribution of walkability features between groups. Third, data
fromRCTs can be analyzed to determinewhether the response to the in-
tervention ismoderated by attributes of participants' neighborhoods. To
date, three RCTs involving older adults have examined environmental
influences on physical activity. In a walking group intervention,
perceived neighborhood problems (e.g., safety) attenuated the 6
months decline in walking observed in non-intervention communities
(Michael et al., 2010). On the other hand, contrary to expectations,
one RCT reported that older women (50–75 years) who lived in neigh-
borhoods with high mixed land use were the least active at the end of a
6-month intervention (Sallis et al., 2007). Another RCT found that the
effects of a lifestyle intervention for overweight men were apparent
only for those in low walkable environments (Kerr et al., 2010). None
of these studies considered the participants' mobility status or their
fear or risk of falling, factors that could affect their perceptions of their
environment and thusmay have confounded associations. Furthermore,
given that objectivelymeasuredmixed land use was found tomoderate
functional disabilities in old age (Clarke andGeorge, 2005), it is possible
that other features of the perceived environment would impact differ-
entially on older adults' walking levels according to falls-related risk
factors.
The present study is therefore aimed to determinewhether: 1) health
status and fall-related risk factors, specifically mobility status, fall history
and fearof falling,wereassociatedwithperceptionsofwalkability; 2)per-
ceived environmental attributes and fall-related risk factors predicted
change in walking behavior at 12months; and 3) environmental percep-
tions, fall history and fear of falling moderated the intervention effect on
walking behavior.
Methods
Participantswere community dwelling older adults (≥65 years)who
enrolled in the “Easy Steps to Health” RCT that evaluated the effect of a
home-based self-paced walking program on falls (primary outcome),
walking and physical activity (secondary outcomes). The study protocol
(Voukelatos et al., 2011) and main outcomes (Voukelatos et al., 2015)
have been published elsewhere. The walking program did not signifi-
cantly reduce falls (IRR = 0.88, 95% CI: 0.60–1.29) in the intervention
group compared to the control group, but significantly increased walk-
ing and physical activity (median change 1.69 vs. 0.75 h/week, Cohen's
D = 0.52) (Voukelatos et al., 2015). The study was registered prior to
commencement (ACTRN12610000380099), approved by the Research
Ethics Review Committee of the Sydney South West Area Health Ser-
vice, Eastern Zone (X08-0279 & HREC/08/RPAH/477) and all partici-
pants gave informed consent.
Participants were recruited through community advertisements and
letters to those on the electoral roll of the state of New SouthWales. Po-
tential participants had a short telephone screening interview to deter-
mine eligibility. To be eligible, participants needed to be ≥65 years of
age, physically inactive (b120 min/week), able to walk 50 m unaided,
without medical issues that precluded regular physical activity, and
without cognitive impairment (b7 on the Short Portable Mental Status
Questionnaire) (Pfeiffer, 1975) and be able to read and speak English.
Randomization to intervention and control arms (n = 386) took place
after the baseline interviews.
Intervention
Participants in the intervention group received a sequential mailing
of three manuals adapted from the Step-by-Step 3-month program
(Merom et al., 2009) (sent at weeks 0, 12 and 24), a pedometer, and
seven telephone coaching sessions, at weeks 1, 3, 6, 12, 16, 24, and 36.
The first manual (1–12 weeks) focused on accumulating walking time
through a gradual increase of frequent short walks and the duration of
walking according to the participant's ability. The second manual(weeks 13–24) focused on increasing walking intensity to a brisk
pace. The third manual (weeks 25–48) was the maintenance phase
and focused on strategies to maintain the level of health-enhancing
walking (2.5 h/week) and strategies to manage setbacks and relapses.
All guides included several environment-related tips such as safe condi-
tions for walking, how to plan longer walking routes, and more. Partic-
ipants were asked to record all walks and any falls experienced on a
calendar that was mailed, monthly, to the research center in pre-paid
envelopes.
Control group participants were requested not to change their phys-
ical activity habits during the study. They received health information
on mental wellbeing, healthy eating and developing good sleeping
habits, at the same time the intervention group participants received
their walking manuals. They also received seven telephone calls in par-
allel to the intervention group, askingwhether they received the educa-
tion information. Control group participants were also required to
record any falls they had on a calendar.
Perceived neighborhood walkability and walking outcomes
Perceived environmental attributes were measured with 11 items
from the Australian version of the Neighborhood Environment
Walkability Scale (NEWS-AU) (Cerin et al., 2008) (see Table 1 for item
details). Responses to each item were measured with 4-point scales
(strongly disagree = 1, somewhat disagree = 2, somewhat agree = 3,
and strongly agree = 4). The NEWS-AU items were used as categorical
variables computed in threeways. The 11 itemswerefirst summed (pos-
sible range 11–44) and dichotomized at the lowest quartile indicating
“low walkability” (items 5, 9, and 11 were reversed to match a phrasing
of high walkability). Second, the effect of each attribute on walking
levels was examined by collapsing the responses “strongly disagree”
and “somewhat disagree” to form a single attribute to denote an
unsupportive/supportive condition for walking. Last, we summed four
walkability items into a previously identified ‘pedestrian-oriented de-
signs’ subscale (Cervero and Kockelman, 1997). Items included many
places to go within easy walking distance, easy to walk to public trans-
port, sidewalks on most streets, and existence of crosswalks and pedes-
trian crossing signals. This gave a score between 4–16, which was
dichotomized at the bottom quartile. These items had high internal con-
sistency (Cronbach's alpha = 0.71).
Planned walking (i.e., for exercise and recreation) and incidental
walking (to get to places) in thepast 7 daysweremeasuredwith two sep-
arate questions from the Incidental and Planned Exercise Questionnaire
(IPEQ), specifically developed for older adults (Delbaere et al., 2010). Par-
ticipants were asked about the number of days and total time spent per
day on thesewalks. Answerswere close-coded in defined intervals of fre-
quency (i.e., 0 days, 1–2 days a week) and duration (i.e. b15 min/day,
15–29 min). Time spent on planned walking (hours/week) was calculat-
ed by multiplying the median values of the frequency and duration cate-
gories. The criterion validity of these questions combined was fair
(Spearman's rho= 0.35) (Merom et al., 2014). A categorical measure of
‘regular walking’was defined as meeting the physical activity guidelines
for older adults (i.e., ≥2.5 h/ week) (Nelson et al., 2007).
Health and fall-related measures
Perceived health status was measured by the question “how would
you rate your current level of health for someone your age (excellent/
very good/good/fair/poor?)” (Richardson et al., 2004). Responses were
dichotomized to fair/poor, or above. Low mobility was defined as less
than 15 min before a rest is needed, based on the question “On an aver-
age day, how long can you walk before you need a rest?”Walking self-
efficacywas measured by participants' rating of “how confident are you
that you canwalk on at least three days perweek continuously at a brisk
pace for 10, 20, 30, 40, 50, and 60 min” (Nagel et al., 2008).
Table 1
Participants' demographic, health, and psychological attributes and neighborhood
walkability, Sydney, Australia.
All
participants
(n = 315)
Control
group
(n =
170)
Walking
group
(n =
145)
p-Value
Male (%) 26.9 26.5 27.6 0.824
Age ≥75 yearsa 35.4 33.7 37.2 0.521
Non-English speaking background
(%)
5.1 5.9 4.1 0.482
Still employed (%)b 14.4 16.5 12.0 0.260
Post high-school education (%)b 36.9 37.0 36.6 0.991
Living alone (%) 42.0 41.8 42.2 0.952
Mobility status (walking before
needing a rest) b30 min (%)
37.1 37.6 63.4 0.841
Self-rated health (%)
– Excellent or very good 48.0 44.1 52.4
– Good 40.6 44.7 35.9 0.068
– Fair or poor 11.4 11.2 11.7
Falls history (past 12 months)c
– At least one fall (%) 23.1 23.0 23.2 0.978
– Recurrent fallers (%) 11.3 13.2 9.0 0.241
– Had injurious fall 7.0 5.9 8.3 0.414
Self-rating of risk of falling
Moderate or high (%) 29.4 33.5 25.1 0.071
Fear of falling, score (16 items)c
–Mean (SD) score out of 64d 20.4 (4.7) 21.1
(5.0)
20.4
(4.2)
0.257
Fear of fallingc
– High concern (% upper quartile) 25.7 26.5 24.8 0.520
Efficacy for duration of brisk walk
Confident/very confident walking
30 min briskly
32.0 28.2 36.5 0.115
Neighborhood walkability e
– Low (% lower tertile b 36 points) 31.9 33.7 29.7 0.440
Pedestrian-oriented neighborhoode
– Low (% lower quartile b 13
points)
27.6 27.6 27.6 0.990
% strongly disagree or disagreed to
statement e
1. Many places to go within easy
walking distance
26.4 28.8 23.4 0.280
2. It is easy to walk to a public
transport stop
10.5 10.6 10.3 0.944
3. There are footpaths on most of
the streets
18.4 17.6 19.3 0.704
4. There are crosswalks and
pedestrian signals
23.5 22.3 24.8 0.606
5. The streets in my neighborhood
are not hilly
13.0 15.3 10.3 0.193
6. Walkers in my neighborhood
can be easily seen
18.7 19.4 17.9 0.737
7. There is lots of greenery around
my local area
7.3 9.4 4.8 0.119
8. There are many interesting
things to look at
11.7 12.9 10.3 0.476
9. There is not much traffic along
nearby streets
22.5 26.5 17.9 0.071
10. My local areas has… parks,
walking trails
14.0 13.5 14.5 0.808
11. Crime rate in my
neighborhood is not a problem
8.0 8.2 7.6 0.832
a Due to 7 missing date of birth % from n = 308.
b Due to 3 missing % of n = 312.
c Due to 5 missing on number of falls and FOF n = 310.
d The lower the score the better.
e Due to one missing neighborhood score and % were calculated from n = 314.
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fall in the past 12 months?”, and “Did you have any injuries as a result
of any of these falls?” The confidence in one's ability to not fall, defined
here as fear of falling (FOF), was assessed using the short form of the
Falls Efficacy Scale-International (FES-I), which is a 16-item question-
naire that has acceptable reliability and construct validity (Kempen
et al., 2007). The degree of concern was measured on a scale from 1 to4 with 1 being “not at all concerned” and 4 being “very concerned”.
We calculated the overall score by summing responses over the 16
items and dichotomized the score at the highest quartile, indicating
concern. We also calculated separate scores for concern of falling in in-
door (i.e., 7 items such as cleaning the house, getting in or out of a chair)
and outdoor activities (i.e., 9 items, such as going up or downs stairs,
walking in a place with crowds, walking on an uneven surface) The in-
door and outdoor scores were dichotomized at the highest quartile, in-
dicating concern.
Demographic information (age, gender, main language spoken at
home, employment status, and living arrangement) was also collected
at the baseline interview.
Statistical analysis
The associations between low perceived walkability (i.e., lowest
tertile on the walkability scale) and self-rated health, mobility, walking
self-efficacy, fall history and FOF were examined in bivariate analyses
using baseline data. Generalized linear models (GLM) with binomial dis-
tribution were performed to identify significant predictors (longitudinal
analysis) of ‘regular walking’ at follow-up (main effect models). The like-
lihood ratio statistics was used to eliminate non-significant variables,
with a p-value set b0.250 to allow for confounding. Finally, themodifying
influence of FOF, recurrent falling (≥2 falls), unsupportive environments
(i.e., lower tertile), and the subscale pedestrian-oriented design on the in-
tervention outcomewere testedusing interaction terms in negative bino-
mial regression models with the rate of falls as the outcome (main and
interaction effects model). All models (including unadjusted) used 301
participants due to missing data on any covariates (see legend Table 1).
Analyses were conducted with SAS version 9.3.
Results
The average age of study participants was 73.2 years (range: 65–90
years). Few participants were concerned about falling (Table 1) as indi-
cated by the low mean score on the FES-I of 20.4 (maximum score was
64). As well, most study participants reported living in walkable neigh-
borhoods with a mean score of 37 out of 44 (most walkable), the medi-
an was 38 and the lowest quartile value was 34. There were no
significant differences in walkability measures between the control
and intervention groups (Table 1) although there were marginal differ-
ences in the proportions who “strongly disagreed” or “disagreed” that
the traffic in their neighborhoods makes it difficult to walk (26.0% vs.
17.9%, p= 0.085).
At baseline, there were significant positive associations between
perceived lowwalkability and participants' poor health status, mobility
status, falls and injury history and FOF (Fig. 1). For example, higher pro-
portions of participants who perceived their health as poor, who were
not able to walk 30 min without stopping, who fell or injured them-
selves before the intervention started, or who had low efficacy for
brisk walking, were in the category of low walkability. FOF was nega-
tively associated with neighborhood walkability; participants who had
greater FOF perceived their neighborhoods to have lower walkability
(Fig. 1). When examining the relationship between specific walkability
attributes and sub-categories of FOF (data not shown), those having a
greater concern of FOF indoors and FOF outdoors were more likely to
have lower perceptions of destinations within short walking distance
or ease of walking to public transport (p b 0.01) and the highest quartile
of FOF outdoors was associated with a greater proportion perceiving
“too much traffic that makes it difficult to walk” (p= 0.02).
Predictors of regular walking: at 12 months, intervention partici-
pantsweremore than twice as likely to be regularwalkers as the control
participants (OR = 2.29, p b 0.01) (Table 2, 1st column). The lowest
quartile of walkability at baseline (data not shown) had no significant
effect on the proportion of ‘regular walking’ (OR = 0.88, p = 0.627)
compared to the other quartiles for all participants. Examining each
Fig. 1. Health status and fall-related risk factors by neighborhood walkability.
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having many places to go within easy walking distance nearly halved
the likelihood of being a regular walker (OR = 0.55, p = 0.04), and,
against expectations, low perceived greenery in the local areawas asso-
ciatedwithmore than doubling the odds of regularwalking (OR=2.45,
p=0.04). Fair or poor self-rated health at baseline was significantly as-
sociated with decreased likelihood of regular walking (OR = 0.37,
p b 0.01) and baseline self-efficacy for walking briskly at least 30 min
was associated with a higher likelihood for regular walking.
Inmultivariable analysis (Table 2, 2nd column), after adjusting for in-
tervention group, baseline walking, significant predictors of walking
(self-efficacy, perceived health status), and confounders (recurrent fall-
ing, FOF, gender, age and education), the significant (p b 0.05) perceived
walkability predictors for regular walking at follow-up were not
reporting “lots of greenery around my local area” (AOR = 3.28, 95% CI:
1.09–9.88), feeling unsafe from crime (AOR = 0.31, 95% CI: 0.09–1.09)
and reporting “so much traffic along nearby streets that it makes it diffi-
cult or unpleasant to walk” (AOR=1.98, 95% CI: 1.00–3.91). Interesting-
ly, recurrent fallerswere twice as likely to be regularwalkers at follow-up
as those who did not experience multiple falls.
Neither FOF nor health status moderated the intervention effect
(data not shown). There was also no significant interaction between
the intervention group and any of the significant environmental predic-
tors for ‘regular walking’ at follow-up, although the between-group
differences in the proportion of regular walking at follow-up were
greater in the lowest walkability quartile (25.3%) than in the higher
combined (12.0%, p= 0.218 for interaction, data not shown). The ‘pe-
destrian-oriented’ subscale was a significant effect modifier (p b 0.036
for interaction). The intervention effect on regular walking at follow-
up (Table 2 last row, Fig. 2) was significant only in low pedestrian-
oriented environments. The between-group difference in regular walk-
ing in the lowest quartile of pedestrian-oriented environments was
30.9% (p b .002), but not significant in the higher pedestrian-oriented
environments (9.8%, p= 0.131).
Discussion
This study joins the few investigations that can support a temporal as-
sociation between perceived walkability measured at baseline with a
subsequent change in walking for exercise and recreation, and, to the
best of our knowledge, this is the first study to examine the relationship
between FOF and perceived walkability. We found that participants'
health status, fall history and concern about falling were associatedwith perceptions of the environment, in particular in the rating of “easy
walking distance” to destinations. While participants' perceptions of
low safety from crime was the single environmental predictor that re-
duced the likelihood for regular walking, unexpectedly, perceived low
greenery around the neighborhood and heavy traffic were associated
with significantly higher levels of walking for exercise. The greater inter-
vention effect in participants who perceived local walking infrastructure
to be poorer points to the usefulness of the intervention. Participants in
the control group significantly increased their walking for exercise, yet
appeared only able to do so in pedestrian-oriented neighborhoods, de-
fined here as perceived close-by destinations and public transport, exis-
tence of sidewalks, crosswalks and pedestrian signals. By contrast, the
intervention group participants increased regular walking in both low
and high pedestrian-oriented neighborhoods, which highlights the par-
ticular benefit of the Easy Steps to Health Intervention in situations of
poor walkability.
FOF is recognized as a debilitating conditionwhich is associatedwith
reduced mobility and increased risk of admission to a nursing home
(Cumming et al., 2000). In the present study, FOFwas strongly associat-
ed with perceptions of lowwalkability, which in turn can accelerate the
process of reduced mobility. This is in line with previous studies which
have shown that the neighborhood and home environment can speed
up or slow down the disablement process (Clarke et al., 2008; Clarke
et al., 2011). For example, land-use diversity was linked to greater inde-
pendence of older adults despite declining physical functioning (Clarke
et al., 2011). However, in the present study FOF was neither a predictor
of walking at follow-up nor a moderator of intervention effectiveness.
This can be explained by the very low proportion of participants who
were concerned with falling. It is possible that had the sample been
less homogeneous with a wider range on this measure we would have
been able to clarify whether FOF is an intervening or moderating factor
between neighborhood walkability and change in exercise walking. A
previous study fromAustralia found that overweight and less physically
active adults (≤65 years) were more likely to misperceive their objec-
tively measured high walkable neighborhood as low walkable (Gebel
et al., 2009). Along these lines, it is possible that older adults who had
fallen and suffer from FOF are more likely to misperceive their environ-
ment as less walkable than those who did not have such experiences.
Unfortunately, the present study did not include objective measures of
walkability to clarify the extent towhich lowwalkability is amispercep-
tion or real. Regardless, it highlights the need to include FOF and past
history of falls in further population-based investigations on the role
of the environment in influencing walking.
Table 2
Predictors of ‘regular walking’ at 12-month in the ‘Easy Step to Health’ randomized con-
trolled trial: generalized linear models (n = 301).
Regular walking Regular walking
Unadjusted
modela
Adjusted
model b
OR (95% CI)c OR (95% CI)c
Main Effects models
Intervention (ref = control) 2.29 (1.38; 3.81) 2.57 (1.46; 4.54)
Recurrent fallers (ref = No) 1.29 (0.61; 2.76) 2.71 (1.10; 6.63)
Self-rated health fair& poor (ref = No) 0.37 (0.14; 1.00)⁎ 0.33 (0.11; 0.97)
Self-efficacy brisk walk 30 min score d 1.07 (1.03; 1.12) 1.06 (1.01; 1.11)
Fear of falling (ref = no) 0.85 (0.48; 1.57) 0.69 (0.30; 1.40)
Not able to walk 30 min without rest
(ref = no)
1.01 (0.61; 1.69) –
Environmental attributes: reference category is "agree" in all statements
Many places to go within easy walking
distance
0.55 (0.30; 0.99)⁎ 0.65 (0.30; 1.40)
It is easy to walk to a public transport stop 0.79 (0.35; 1.81) 1.90 (0.63; 5.72)
There are footpaths on most of the streets 1.06 (0.56; 1.99) 1.65 (0.74; 3.65)
There are crosswalks and pedestrian
signals
0.87 (0.52; 1.48) 0.93 (0.43; 2.04)
The streets in my neighborhood are not
hilly
0.64 (0.30; 1.40) 0.94 (0.38; 2.33)
Walkers in my neighborhood can be easily
seen
0.78 (0.41; 1.49) 1.03 (0.45; 2.31)
There is lots of greenery around my local
area
2.45 (1.01; 5.92)⁎ 3.33 (1.11; 9.98)⁎
There are many interesting things to look at 0.61 (0.26; 1.42) 0.55 (0.21; 1.45)
There is not much traffic along nearby
streets
1.36 (0.76; 2.41) 1.98 (1.00; 3.91)⁎
My local areas has… parks, walking trails 0.57 (0.26; 1.24) 0.55 (0.22; 1.39)
Crime rate in my neighborhood is not a
problem
0.42 (0.13; 1.31) 0.30 (0.09; 1.05)⁎
Main effects and interaction model e
Pedestrian-oriented neighborhood (items 1–4) × intervention 4.79 (1.28; 17.92)
a Model predicting regular walking at 12 months adjusted for baseline regular walking
and one predictor only.
b Model further adjusted for age, gender, and education, and all the listedpredictors and
confounders.
c OR= odds ratio.
d Increment of 1 point in self-efficacy score which ranged from 1 to 5 (highest).
e Interaction term model and all covariates in main effect model (pedestrian-oriented;
items 1–4 collapsed).
⁎ p-value b 0.05
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with older adults. In a recent reviewof 34 qualitative studies on built en-
vironments and physical activity in older adults, pedestrian infrastruc-
ture, safety (from traffic and crime), access to facilities, esthetics, and
weather and air quality were identified as important factors influencing
older adults' physical activity (Moran et al., 2014). Similarly, in focus
groupswithUSolder adults, local shopping and services close-by, access
to public transport, inadequate pedestrian infrastructure, and neighbor-
hood attractiveness werementioned as key attributes that influence ac-
tive aging (Michael et al., 2006). In a review of quantitative studies (van
Cauwenberg et al., 2011) these attributes showed inconsistent associa-
tions in the six studies that specifically examined recreational and exer-
cise walking, and of these only one employed a longitudinal design (Li
et al., 2005). That study in Portland, USA, tracked changes inwalking fol-
lowing a community-based leader-led walking intervention and found
that the perceived safety of the walking environment, and access to
physical activity facilities were associated with the prevention of de-
cline in recreational walking (Li et al., 2005).
Control participants reported an increase in regularwalking over the
12-month trial period. This has been observed previously, and can be at-
tributed either to the Hawthorne effect (van Sluijs et al., 2006; Fernald
et al., 2012), or to self-motivation. The greater impact of the interven-
tion in neighborhoods perceived as having low pedestrian-orienteddesign suggests that walking interventions with telephone support
can attenuate the effect of some environmental attributes that act as
barriers for daily walking in the “real world”. Previously it was shown
that in adults aged 30–64 recruited from all parts of New South Wales
a pedometer-based walking intervention was effective only in less es-
thetically pleasing environments (Merom et al., 2009). Taken together,
both trials suggest that some unfavorable aspects of an environment
can be overcome by effective interventions.
In linewith the literature, low perceived health was shown to be the
most important barrier to walking (Dawson et al., 2007). However,
against expectations, “recurrent fallers” were 2.6 times more likely to
be classified as regular walkers at follow-up than those with one or no
falls. This may be explained by the belief held in the older population
that walking is an activity that can reduce risk of falls, reported by 82%
of the participants in the New SouthWales Older Adults Fall Prevention
Survey (Centre for Health Advancement and Centre for Epidemiology
and Research, 2010). It may also reflect the increased exposure to fall
hazards among regular walkers.
While the present study provides stronger quality of evidence to the
many inconsistent cross-sectional investigations on environment and
physical activity relationships among older adults, it is subject to some
limitations. First, we used a selective sample recruited based on eligibil-
ity criteria which is not representative of the general older adult popu-
lation. Further, the study area was limited to an urban region with low
variability in perceived environmental attributes, as most of the partic-
ipants lived in suburbs that are close to the center of Sydney, neighbor-
hoods which are mostly high walkable (Mayne et al., 2013). The
homogeneity of the overall walkability score may have limited our abil-
ity to establish associations. Further, it may also explain unexpected re-
sults in relation to greenery; only 7% disagreed with the statement
“there is lots of greenery inmy neighborhood”. Sydneymetro has coast-
al areas and bays which may be less green, but attractive for exercise
walking. In some studies using self-reported measures of the environ-
ment has been called a limitation. However, in line with social-
cognitive theory (Bandura, 1986; Baranowski et al., 2002), it has been
argued that the association between neighborhood attributes and
health behavior is mediated by environmental perceptions (Brug et al.,
2006), and some studies found stronger associations with physical ac-
tivity for perceived than for objective measures of the environment
(Gebel et al., 2009; Kirtland et al., 2003; Gebel et al., 2011). Further,
the narrow assessment of environmental attributes relative to the
Australian NEWS (Cerin et al., 2008) limited our ability to better assess
each construct. Last, our analysis may be subjected to spurious findings
due to multiple testing and multiple interaction terms.Conclusions
Although perceived neighborhood walkability can be shaped by
health and fall-related risk factors, it may not pose a barrier for regular
walking in a context of intervention. The intervention effect was signif-
icantly greater in low pedestrian-oriented environments. Future
population-based studies on environments and walking should include
information on fall-related risk factors to better understand how these
person-level characteristics interact.Funding
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